Poster discussion hub abstracts at rest and on PFMC. The size of a defect was defined by measuring sector angles. Results: Of 842 women, mean age was 54 (16-84) years. 89 % (751) were vaginally parous with median parity of 2 (1-8). The mean EAS defect angles at rest and on PFMC were 35.7 o (2.5-142.8) and 34.9 o (1.8-131.3) respectively. Significant EAS trauma was diagnosed in 143 (18%) at rest and 120 (14%) on PFMC. Figure 1 shows a comparison of defect angles at rest and on PFMC for positive slices 1-6. Contrary to expectations, the defect angle showed a reduction by 5-10 degrees on PFMC when comparing defect angle in women who had defects both at rest and on PFMC. Conclusions: Pelvic floor contraction does not enlarge EAS defect angles. On the contrary, defects seem smaller on PFMC. This may be explained by the large proportion of sphincter trauma that is partial, with a defect surrounded by undamaged or repaired muscle. The scar area is likely reduced by contraction of the surrounding intact sphincter muscle.
Supporting information can be found in the online version of this abstract Objectives: To determine the correlation between tape location, tension, tape twisting and bladder neck mobility with surgical outcome after transobturator suburethral tape (TOT) placement. Methods: This is a retrospective study which included a total of 65 women who underwent TOT placement at our pelvic floor unit. Patients having more than one suburethral tape were excluded. A standardised medical history, physical examination and 4D translabial ultrasound were carried out and patients completed a validated questionnaire (Sandvik Incontinence Severity Index), stored 4D TLUS volumens were analysed at a later date blinded to all clinical data. Ultrasound parameters determining tape position were tape percentile and symmetry of the tape. To determine tape tension we measured on maximum Valsalva the sling-pubis gap, shortest sagittal tape-urethra distance at rest, axial urethral central echolucent area at the tape's level, the shape of the tape both on rest and Valsalva and the tape angle in the sagittal view. Tape twisting and bladder neck descent were also analysed. Estimated postvoid residual higher than 100ml were recorded. Results: Symptoms of stress urinary incontinence were present in 17%, with urge incontinence in 22%, and with symptoms of voiding dysfunction in 23%. Subjective surgical outcome were: cured in 82%, better in 17% and no improvement in 2% (n=1). Asymmetry of the tape was associated with hyperactive bladder (p=0.003) , while tape shape and angle on valsalva was associated with SUI (p=0.044; p=0.048) an UUI (p=0.017; p=0.022). No other associations were found between patients symptoms and other ultrasound parameters of the tape. Conclusions: Of the many ultrasound parameters described in medical literature few correlate well with patient symptoms. Neither tape location nor tape twisting seem to affect clinical outcome as long as it is located beneath the urethra acting as a fulcrum.
We found that tape tension by evaluating tape shape and tape angle on valsalva correlated best with patient symptoms of SUI and UUI in our population.
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What is the best cut-off value for the levator-urethra gap (LUG) measurement in the diagnosis of avulsion defects? Objectives: LUG is the distance between the urethral lumen centre and levator insertion on the inferior pubic ramus in the axial plane. A LUG≥2.5 mm has been suggested as a method for diagnosing avulsions, but ethnic variations raise question as to its universal applicability. Our aim was to determine a cut-off for LUG measurements in our patient population. Methods: Women followed prospectively after sustaining labour trauma underwent 2D/3D/4D transperineal ultrasound examination. Levator avulsion was diagnosed using tomographic ultrasound imaging (TUI). Ultrasound datasets were analysed offline (4DView) at a later time blinded to the clinical and sonographic data. LUG was measured on each side of the three central slices, yielding 6 measurements and an average for each side was obtained. Statistical analysis was performed using SPSS. Correlations, agreement, and ROC curve analysis were used to determine the best cut-off. Results: 507 complete datasets were available for analysis. The mean age was 28.9±4.9 years, the mean BMI 23.9±4.1 kg/m 2 , median parity 1, 73.4% were primiparous, instrumental deliveries -25.6% of which forceps -4.2%. Mean LUG distances were: right LUG 2.15±0.56 mm, left LUG 2.12±0.53 mm. Data was analysed for groups based on the presence of avulsion. In women with avulsion the LUG distances, and levator area dimensions were significantly greater than in women without (<0.001). LUG measurements were higher with increasing age (P<0.001) and height (P<0.05). A cut-off of LUG≥2.5 missed 60.6% of avulsions, LUG≥2.3 missed 49.8%, LUG≥2.1 missed 34.2%, LUG≥2 missed 27.5%, LUG≥1.9 missed 18.6%, and LUG≥1.8 missed 11.9% of avulsions. An ROC Curve analysis including all possibilities outlined gave the best area under the curve for a cut-off of LUG=2.1 (Area 0.745, P<0.001) . Conclusions: LUG distance measurement is useful for diagnosing avulsion but should be tapered based on the population studied. In our study it was 2.1 mm, lower than the previously described 2.5 mm cut-off.
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Ultrasound assessment of changes in the pelvic floor before and after childbirth L. Hereter, B. Graupera, C. Pedrero, I. Rodríguez, M. Fernández-Cid, M. Pascual
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Objectives: The objective of this study is the assessment and comparison of pelvic floor morphological changes caused by pregnancy and childbirth, based on the pelvic hiatal area and levator muscle avulsion using 3D ultrasound pelvic floor before and after childbirth. Methods: Ultrasound volumes were acquired at rest, on maximum Valsalva and on pelvic floor muscle contraction. The first evaluation was done before the 8th week of gestation and repeated 3 to 10 months after delivery. The off-line volumes obtained were analysed and compared. The pelvic hiatal area was measured on the plane of minimal hiatal dimensions at rest, contraction and
